Strabismus surgery using one stage adjustable sutures was carried out under local anaesthesia in six patients with good results. The criteria for patient selection and the surgical technique are discussed. (BrJ7 Ophthalmol 1992; 76: 675-677) Since their re-introduction by Jampolsky in 1974, ' No predmedication was used in any of the cases. A cardiac monitor was used in every case, but there were no problems encountered from the effects of the oculocardiac reflex. Local anaesthesia consisted of topical amethocaine 1% applied every 5 minutes for six applications prior to surgery and then continued at frequent intervals throughout the procedure. This was supplemented by subconjunctival infiltration of 0 1-0 2 ml 2% lignocaine with adrenaline 1:200 000 over the insertions of the muscles to be operated on.
Since their re-introduction by Jampolsky in 1974,' adjustable suture techniques have been widely used and the indications, stability, and benefits of the technique well documented. [2] [3] [4] [5] In general, a two stage procedure is used in which the estimated amount of muscle recession or resection is performed at the time of surgery and then adjusted some time later, usually between 5 and 24 hours postoperatively. Though the one stage procedure using only topical anaesthesia is not new No predmedication was used in any of the cases. A cardiac monitor was used in every case, but there were no problems encountered from the effects of the oculocardiac reflex. Local anaesthesia consisted of topical amethocaine 1% applied every 5 minutes for six applications prior to surgery and then continued at frequent intervals throughout the procedure. This was supplemented by subconjunctival infiltration of 0 1-0 2 ml 2% lignocaine with adrenaline 1:200 000 over the insertions of the muscles to be operated on.
The skin was cleaned with povidone iodine solution and fenestrated surgical drapes applied to allow adequate exposure. A plastic steridrape was used to keep the eyelashes away from the operative field. A lid speculum was inserted. Stay sutures of 5/0 silk were put through the episclera at the limbus to allow manipulation of the eye. The conjunctiva was opened over the muscle insertion and the muscle isolated taking care not to pull directly on it. The muscle was secured using double-ended 6/0 vicryl suture on a spatulated needle and knotted at each side. After the muscle had been divided from its insertion, and haemostasis secured using bipolar diathermy, the sutures were passed back through the insertion once only. The amount of recession/resection was estimated and the suture tied with a double throw and half bow knot. At this stage the lid speculum was removed and adjustments made as necessary. The position of the eyes was tested using the cover test for near and distance with the patient in the supine position using a suitable fixation target on the ceiling, together with the patient's subjective reports of single vision. The cover test was performed by the assistant so that the surgeon did not need to rescrub after each cover test. Where vertical muscles were involved the cover test was also performed in downgaze. Horizontal deviations were adjusted as far as possible towards orthophoria, whilst vertical deviations involving the inferior rectus were left slightly undercorrected so that the eyes were straight in primary and downgaze positions. This was to All patients experienced discomfort ofvarying degrees but all were able to tolerate the procedure with little complaint. The most discomfort was associated with stretching of the rectus muscles. One patient experienced considerable postoperative pain requiring strong analgesia.
In one patient the infiltration of local anaesthetic caused subconjunctival haemorrhage which made muscle isolation more difficult and prolonged the procedure. It was also noted that at the time of adjustment the pupil of the operated eye had become significantly dilated as a result of the adrenaline.
Adjustment was difficult if attempted immediately after the operating lights had been turned off owing to bleaching of the macular pigments, and this was especially so in one patient with a degree of age-related macular The one stage procedure is technically difficult for the surgeon for these reasons. It is also demanding for the patient both in terms of pain and apprehension when two or more muscles are operated on, and in the difficulty of assisting the surgeon to achieve the correct suture tension owing to reduced vision in the operated eye. In conclusion, this method is suitable only for selective cases but is probably the treatment of choice for a single vertically acting muscle recession.
